Lieutenant-Colonel I.M.S. (ABSTRACT.)
inflammatory foci therein, total detachment of retina with inflammatory matting of all parts, and the remains after panophthalmitis. He contended that the difference between the exudate massed in the anterior part of the vitreous and the cone of the vitreous was artificial; in his, specimens this was proved by the breaking of certain specimens in transit from India. iqoqa1ized infection of the vitreous was not met with, except in one case in which the tip of a copper probe was left behind, but the organization appeared to be strongest near the ciliary body and near the optic nerve head; this was a matter of vascular supply. The backward flow of lymph to the channels round the nerve head was suggested by the cone of exudate, and he showed specimens which supported his view: there were new-formed vessels in the apex of the cone of exudate. In the author's view, Striub's contention that hyalitis was due to chemotaxis following the deposition of s'eptic matter in the vitreous took too little account of the infection of surrounding structures. The occurrence of plastic uveitis sufficed to explain the vitreous opacities seen during life, as well as the vitreous exudate seen in the specimens. Detachment of the retina was found in 70 per cent. of the cases, and this was explicable by the pouring of exudate into the vitreous chamber, adhesion of the exudate to the retina, and a shrinking of the exudate. Was the pouring of the exudate into the vitreous chamber due to chemotaxis from an infected vitreous,. or to a primary infection of the surrounding vascular coats? He inclined to the latter view. In several cases the lens lay in front of the anterior hyaloid membrane, and in two of the cases the vitreous was not invaded by the instrument, yet there was an abundant vitreous exudate' in these very eyes. The retina contracted adhesions to the exudate by the wound, and by inflammation the result of chemotaxis, by inflammatory thickening of the anterior layers of the hyaloid body, and by cicatricial bands radiating from the focus of infection.
DISCUSSION.
Mr. E. TREACHER COLLINS: This wonderful collection of specimens of Colonel Elliot's requires a good deal of study. The specimens aboundain points of both clinical and pathological interest, not only from the standpoint of the operation of couching, but in many other directions. With regard to the infection of the vitreous humour, Colonel Elliot has referred a good deal to Professor Straub's work. I think the Professor's main contention was that a cellular exudate from the ciliary body is not thrown out from it by a sort of expulsive effort, but that it is drawn into the vitreous by a kind of magnetio sttraction-i.e., by chemotactic action. Professor Straub showed, in his experiments on animals, that in the mild infections of the vitreous, which produce, clinically, dust-like opacities in the vitreous, each opacity consists of a little group of phagocytes, such as were shown very beautifully in one of Colonel Elliot's specimens. These groups of phagocytes are not scattered promiscuously throughout the vitreous, but are arranged definitely upon its membranes, on the outer side of the outer hyaloid membrane and in Stilling's canal. They are not due to the presence of a microbe in the middle of each patch; they are due to separate patches, with an arrangement which suggests an anatomical cause. Straub demonstrated this, but he did not offer a very adequate explanation as to how the patches are formed, and why there are several separate foci.
He said it was due to chemotaxis, but he did not appear to demonstrate why chemotaxis acted more potently at certain points than at others. On that point I would like to make a suggestion, and in doing so, I propose to cite what may seem a rather far-fetched analogy. When travelling in the East, I have sometimes looked up into the blue sky and seen a number of little black points converging from various directions towards some central spot. When I got nearer, I found that these black points were birds-vultures, and that the spot on which they were converging was a dead carcass. In the vitreous we have a number of phagocytes converging towards central points, and at those points are, I suggest, dead bodies-i.e., the dead cells of the vitreous. When septic infection of the vitreous occurs, there is diffusion of toxin throughout it poisoning its fixed cells, these then become centres of chemotaxis. These fixed cells are miainly situated on the outer hyaloid membrane of the vitreous, where they are widely separated, and in its central canal. There are always a few of them in the cup of the optic disk, where the sheath of the central hyaloid artery was originally situated. These are the places in which we find these exudated phagocytes collect. Straub compared these dots which he saw in the vitreous to the dots met with in the anterior chamber on the back of the cornea which we call keratitis punctata, and he suggested that there must also be some chemotactic action going on at the back of the cornea which attracted the leucocytes to that region. He suggested that the cells are heaped up at the back of the cornea owing to the presence of a dead leucocyte which exerted chemotactic action. I suggest as more likely that it is a dead tissue cell which is desquamated from the surface of the ciliary bed or from the iris, and carried forward in the stream of the aqueous to the back of the cornea, which sets up the process of chemotaxis, and attracts phagocytes to it. In proof of it being a tissue cell is the fact that so often in keratitis punctata the dots are pigmented; the pigmentation can only come from cells of the uveal tract. While listening to Colonel Elliot's demonstration it occurred to me what an excellent thing it would be if we could have fifty of our own failures after cataract operation bottled as these specimens have been, photographed as Mrs. Elliot has photographed these, and analysed and demonstrated to us, as we have heard Colonel Elliot do this evening. For I hold that the study of our failures is the high road to success.
Mr. HERBERT PARSONS: When Professor Straub read his paper I criticized his term "hyalitis." I think there is perhaps not so much difference of opinion between Professor Straub and Colonel Elliot as the latter suggests: they are looking at the subject from slightly different points of view. I still object to the term " hyalitis " as indicating some active process taking place in what I regard as being, in the adult, an inactive or passive tissue. The specimens which have been shown to-night are of the greatest interest from many points of view; but on certain points in regard to infection of the vitreous they are not so useful as Professor Straub's, because the latter were experimental specimens, and were in the early stages of infection. The earliest stages of infection have been admirably investigated by Fuchs. There is then some localization of infection in the vitreous, but that rapidly passes into a general infection of the vitreous. One point Fuchs brings out beautifully in his specimensone I have often corroborated-namely, that the extension of inflammation to the choroid always takes place first in the neighbourhood of the disk and in the vicinity of the ora serrata. The thicker part of the retina acts as a protective membrane to the major part of the choroid. Perhaps a little too much stress is laid on the triangular exudate, which really represents the whole of the shrunken vitreous. Another point is, I cannot conceive the lens being depressed or reclined or transmitted into the lower part of the vitreous chamber of the eye without injuring the vitreous very seriously indeed. There must be serious injury, whether the instrument goes through the sclera or whether it is introduced from in front.
Lieutenant-Colonel ELLIOT (in reply):
In answer to Mr. Parsons: It is undoubtedly the whole of the vitreous impregnated by inflammatory material, which contracts either during life, or else later under preparation. In some of the cases it seems to have been an ante-mortem contraction: in others it was a preparation contraction. The difference is due to the different periods at which the globes were removed, the degree of gravity of the inflammation, and other factors. With regard to the other point raised by Mr. Parsons, if he would care to see the original specimens, I should very much like to have his opinion on them. Mr. Treacher Collins has seen a number of them, and we have looked at them again and again, with different illuminations. I am open to correction, but I do not see how one can take any view but that, in a certain number of them, the lens lies in a cavity in front of the vitreous body. My point was, that it did not break open the vitreous, and that there was no reason to believe that a -septic instrument passed through the vitreous, and therefore that the vitreous changes found must in these eyes at least have owed their origin to the infection of the surrounding coats alone. If that is admitted for these instances, there seems no reason why it should not apply, in a great measure at least, to all the globes of the series presenting similar appearances. I probably am in closer agreement with Professor Straub than my fragmentary remarks to-night made me appear to be, but I think he laid too much stress on what I may call his stab culture experiment, and he implied that all the trouble in the vitreous came from the injection of septic matter into that body: he appeared to lay too little stress on the fact that a large amount of the trouble came from the ciliary body, the iris, and the other coats as a iesult of their own direct infection. A MAJOR in the French Army, at present engaged in engineering work, came to consult Mr. Ormond. Five days earlier, in the evening, he had suddenly lost the sight of his right eye for about eight minutes, and since then he had had seven or eight attacks of equal duration. It was not followed by headache or pain. One attack occurred while he was in a darkened room. Some of the attacks seemed to be associated with his movements, such as stretching his arms after sitting in a cramped posture. He had lived for some years in the French Gaboon, and had suffered badly from lumbago. While giving his history he had an attack, and Mr. Ormond examined the eye while it was in progress. The pupil of the right eye enlarged to about 7 mm. in diameter. The optic disk was blanched, also the immediately surrounding retina. Veins alone of the vessels were evident, the superior and inferior retinals being those chiefly under notice. The inferior retinal showed distinct notching on the concave side only; there were four or five notches. While being watched they suddenly disappeared. The vein resumed a normal appearance. The patient then suddenly remarked: "It is coming back." In a few seconds he could see again, and the pupil contracted to the size of the other. The optic disk looked redder and more suffused than normal. The arteries showed their position, the superior artery twisting round the superior vein, and so causing the appearance seen when first looking at the eye. It seemed to have been a localized contraction of the central retinal artery, resulting in a temporary blanching of the disk and retina in the immediate neighbourhood, with a gradual lessening of the blood in the veins, so that the endothelial lining had become ruffled into horizontal folds as the lumen emptied. Subsequent pressure of the globe with the finger resulted in
